to differentiate from acute myocardial ischaemia) and non-specific T wave changes.6 Low ECG voltages suggest a pericardial effusion.'0 A chest x ray will identify pleuropulmonary disease and allow assessment of cardiac size. An expanding cardiac silhouette on serial chest x rays may indicate a developing effusion.6 Two dimensional echocardiography is non-invasive, identifies pericardial effusions, assesses for cardiac tamponade, and acts as a guide for pericardiocentesis.
Untreated pneumococcal pericarditis complicated by septicaemic shock is invariably fatal. Out of hospital asystolic cardiopulmonary arrest also has a poor prognosis, with an overall survival to discharge of about 2%." 12
Published reports on the treatment of pneumococcal pericarditis are based upon case She was admitted to the A&E ward for observation and had computerised tomography of the brain and routine blood tests, none of which showed any abnormality. Over the next two to three days it was noted that her symptoms fluctuated. Because there was some concern that this might be an unusual presentation of demyelination, she also had magnetic resonance imaging of the brain, which was normal.
Further questioning revealed that she had been seen in 1992 for temporomandibular joint pain which was ultimately diagnosed as stress related and responded to antidepressants. She had subsequently discontinued taking them. She had five children and her husband was about to change his job for the third time that year. There were considerable financial worries at home.
Both of her parents had died, one from a cerebrovascular accident and one from a brain tumour, and her brother had died from leukaemia.
When the tests had been completed we explained that we had been unable to identify an organic cause for her symptoms and that we felt her symptoms were stress related. This discussion led to an almost immediate improvement. She was referred for a psychiatric opinion which concurred with ours, and outpatient follow up was arranged. Discussion Conversion disorder is defined as "an alteration or loss of physical function that suggests a physical disorder but is apparently an expression of a psychological conflict or need".' It is a diagnosis of exclusion, rarely reached in an A&E department. The concept of hysterical conversion is not new-Freud adopted the term "hysterical conversion" in 1894, but similar terminology was used nearly a century earlier by Ferriar.2 More recently hysteria has been a topic of much debate. In a letter to the British Journal of Psychiatry Wiseman3 devised a mnemonic as a teaching tool for conversion disorders: Engel estimated that between 20% and 25% of people will have a conversion disorder at some time in their life, and that the incidence of the disorder on psychiatric wards is between 5% and 16%.4 It is not a diagnosis often reached in A&E. In an American study of patients with conversion disorder presenting to an emergency department over a 10 year period, 38 out of 42 (90%) had neurological symptoms. There was a high incidence of other illness present, and the majority had a previous psychiatric history. 5 Folks et al reviewed 62 patients who left hospital with a diagnosis of conversion disorder and found that 18 had a psychiatric disorder and two reported recent head trauma. 6 It is important to emphasise that there is a myriad of organic diseases which must be excluded before this diagnosis is reached. These include electrolyte disturbances, hypoglycaemia, neoplasms, systemic or occult infections, toxins or poisoning, and demyelination.
CONCLUSION
Conversion disorder is not a diagnosis often made in A&E. This case illustrates one way in which it may present and the steps that led to the diagnosis.
injury.
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